Response to Pohl
Yuk Tong Lee To the Editor: We would like to thank Dr Pohl for his interest in our article (1) . In our study, we aimed to compare the cecal intubation rate between the capassisted colonoscopy (CAC) method and the regular colonoscopy (RC) method when performed by experienced endoscopists (2) . When the CAC technique was fi rst introduced to our unit, we found that even the inexperienced gastroenterology fellows could achieve a signifi cantly higher cecal intubation rate with the CAC technique immediately aft er a failed procedure (3) . Th is showed that the CAC technique itself is easy to master without special training. Th erefore, when we started the current trial, we did not demand that the endoscopists use the CAC technique for a certain period of time before they joined the trial. It also helped to avoid personal bias when they were evaluating the two techniques (at worst, there may be a bias against the CAC technique). Th e study showed that despite most of the endoscopists being new to the CAC technique, the cecal intubation rate was numerically higher than that in the RC group, and the intubation time was signifi cantly shorter in the CAC group. Th e endoscopists felt that the colonoscopy procedure was significantly easier with the CAC technique. Th is once again confi rmed that the CAC technique could be used as a rescue therapy when the fi rst colonoscopy failed. Several factors make the CAC technique a better method for colonic intubation, including a better visualization of the fold in an acute bend, and the facilitation of " hooking " the tip of the colonoscope against mucosal fold for scope shortening and advancing.
We agree with Dr Pohl that the polyp detection rate was surprisingly lower in the CAC group. Earlier studies have shown that the polyp detection rate is higher with the CAC method (4 -6) , although a recent study showed no signifi cant diff erence between the CAC and RC techniques (7) . In this study, the polyp detection rate was confounded by the unsatisfactory bowel preparation in the CAC group. When only patients with excellent bowel preparation are counted (263 patients in the CAC group and 312 patients in the RC group), there is no signifi cant diff erence between the two groups on the polyp detection rate (30 % in the CAC group and 33 % in the RC group, P = 0.45). In addition, there was no training eff ect demonstrated in terms of polyp detection rate when we look at individual endoscopist performance or the performance of the group as a whole. We found that the main determining factor for the polyp detection rate was the withdrawal time. As the study design was not aimed at testing the polyp detection rates of these two techniques, we agree that further study should be done to address this issue, maybe with the newly designed retractable cap (6) .
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A 37-year-old male with CGD and a prior history of IBD presented with a 1-week history of pneumoturia and fecaluria. On examination he was afebrile and there was no abdominal tenderness.
A computed tomography scan of the abdomen and pelvis was performed ( Figure 1a and b ) . Th e image ( Figure 1a ) shows continuity between the posterior abdominal wall and anterior rectal wall with posterior displacement and tethering of the bladder wall and air in the bladder. Th ere is signifi cant thickening in the rectum ( Figure 1b ) . Colonoscopy showed ulcerated mucosa within a stenotic region in the rectum ( Figure 1c ) . Th e image is characteristic of a rectovesical fi stula and is an example of a gastrointestinal fi stula related to CGD-associated IBD.
Another example of a gastrointestinal fi stula related to CGD ( Figure 1d and e ) is from a 21-year-old patient with CGDassociated IBD who was admitted with fever and left -side buttock and thigh pain. Th is computed tomography shows a collection of enhancing cavities, note the three air fl uid levels ( Figure 1d ) in continuity, consistent with abscess and fi stulae involving the left pelvis extending posterior to the ischium and down the left thigh ( Figure 1e ) in the region of the gluteus and semimembranosus muscles to 7 cm below the level of the ischial tuberosity. Note the air-fl uid level between the ischium and left femur ( Figure 1e ). Colonoscopy showed ulcerated and infl amed mucosa ( Figure 1f ).
Chronic granulomatous disease is a rare inherited disorder of the nicotinamide dinucleotide phosphate (NADPH) oxidase complex, in which phagocytes are defective in generating reactive oxidant superoxide and its metabolites. As a result, CGD patients suff er from recurrent bacterial and fungal infections with persistent tissue granuloma formation. IBD has also been associated with CGD (1,2) . In our experience, CGD patients may oft en have unrecognized IBD and may develop dramatic fi stulae as shown by the presented cases. To the Editor: Multiple myeloma (MM) represents a malignant proliferation of plasma cells derived from a single clone. Primary (AL) amyloidosis is a late complication of MM, occurring in 6 -15 % of patients (1) . Asymptomatic gastrointestinal involvement is common in amyloidosis (2) . We report on a patient with relapsed MM presenting with massive upper gastrointestinal bleeding from an amyloid-related gastric ulcer. Th is case highlights that a diagnosis of amyloidosis should be considered in patients with MM and gastrointestinal hemorrhage.
Gastric Amyloidosis Presenting as Massive Upper Gastrointestinal Bleeding
A 66-year-old woman was diagnosed with MM in March 2005. She received two courses of chemotherapy, including melphalan and prednisolone. In 2006 she had undergone autologous bone marrow transplantation and had since remained on zoledronic acid monthly infusions for relapsed disease. In August 2008, she presented with coff ee-ground vomitus and passage of black tarry stool. She denied the use of salicylates or NSAIDs. She was admitted to an outside hospital, with an initial Hb of 5.2 g per 100 ml (normal,
